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May 20121344 Politano et alunsatisfactory results. However, successful repair can allow
patients to have a successful return to cycling, frequently
with a satisfactory career as a competitive athlete for many
years.
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Dr Jonathan Beard (Sheffield, United Kingdom). Did you
have any patients that required shortening of the external iliac
artery? We find that once you have freed up the artery, it is often
tortuous and you have to shorten it a bit.
Dr Amani Politano. We have found that in some of our
patients that is the case, that stretch injury is noticeable intraoper-
atively, so in some of those patients we have, especially in those
who received an interposition graft placement.
Dr Beard. And can I just ask, why do you use Dacron rather
than vein patching in these young patients?
Dr Politano. That is an excellent question. We favor doing
that for two reasons. The first is that we have had two patients who
have developed deep venous insufficiency that we believe is also a
result of their high performance athletic activities, and so we did
not want to sacrifice further vein in these patients. And the second
reason is that we found that there is a significant size mismatchre going to have such high forces against these repairs in the
uture.
Dr Frank Pomposelli (Boston, Mass). My question is similar.
wonder if the use of Dacron so liberally was why you had such a
igh incidence of intimal hyperplasia?
Additionally in the patients I treated, who for the most part
ave been elite athletes, I found they do not like the typical flank
ncision that divides the transverses abdominus, internal oblique,
nd external oblique muscles. I have found that the midline
etroperitoneal incision that is usually used for anterior spine
xposure is more acceptable and provides excellent exposure of the
ntire common and external iliac arteries. What incision do you
refer?
Dr Politano. I am not sure how much the Dacron use
ontributes to recurrent disease in these patients. We do not fully
nderstand the disease process and why intimal hyperplasia occurs
o drastically in some patients and not in others. I wish I had the
nswer to that. As far as the flank incisions are concerned, we use a
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required by these athletes.
Dr Robert Feldtman (Dallas, Tex). First, did you do intra-
venous ultrasound in looking at these lesions at the time of your
arteriogram? Second, have you considered using microarray anal-
ysis to look at the genetic upregulation of the smooth muscle fiber
response in these people, because you may have hit upon what is
going with our in-stent restenosis.
Dr Politano. That is again an excellent question. We usually
do not use intravenous ultrasound with the arteriogram. We found
that using the flexed positioning generally demonstrates the lesions
as does the use of postexercise maneuvers after recreating patient’s
symptoms.
We have not looked at the microarray yet, but that is a very
excellent point.
DrWalter Dorigo (Florence, Italy). I was a little bit surprised
for not having seen duplex ultrasound among the diagnostic
methods you used both in preoperative and postoperative settings.
Don’t you think that it could be useful, particularly with the
possibility to make static and dynamic examination also for duplex
ultrasound?
DrPolitano. Again, I think that in this patient population, the
postexercise maneuvers are what really elicit the symptoms. Duplex
ultrasonography may show some flow velocity changes across the
lesion, but I do not think that that is usually predominantly seen
until after the patients are at high exercise capacities.
Dr Jason Lee (Stanford, Calif). This is probably the largest
series reported so far in the United States and highlights a rare
disease that many of us do see occasionally. Through this past
year’s Wylie Traveling Fellowship, I was able to visit Hospital
Herriot in Lyon where they have done 600 of these procedures.
Obviously, many more folks get evaluated for this entity, so I
wonder what is the denominator of patients seen at UVA for this
problem over the 6 years reported in this series? In our experience
at Stanford, we have operated on about a third of the patients that
we have evaluated who have been high-performance cyclists or
triathletes presenting with claudication.
Dr Politano. I think our denominator is slightly smaller than
that. I would say since this study began, and over our 6 years of
patient data, we have probably operated on two-thirds of those
who have presented to our clinic. These patients are specially
m
ceferred to Dr Cherry for this, and I think that might be a
omponent of that. Several of them choose not to pursue opera-
ions, and we reported only on those who received intervention.
Dr Krish Soundararajan (Philadelphia, Pa). I had a question
n your conduit. Why did you choose Dacron rather than exter-
ally supported expanded polytetrafluoroethylene? Andwould you
onsider using a covered stent graft such as Viabahn now that you
ave that option available?
Dr Politano. At this point, I still would not choose to use a
tent graft as opposed to an open repair. I think especially in these
thletes, the repetitive and chronic trauma that these arteries
ndergo during their activities would still preclude the use of a
tent in this region.
Dr Stanley Hirsch (Pittsburgh, Pa). Another problem asso-
iated with these patients is impotence related putatively to puden-
al disease. Do you think you have an alternative explanation with
our more proximal iliac disease, or did you see this problem in
our group of patients?
Dr Politano. I do not have the data on whether that was a
ignificant problem in our patients. Several of our patients were
ounger and did not present with that complaint. I am not sure if
his disease process could have also affected the internal iliac artery.
know that it is one of the sites of fixation of the artery and may be
ubject to some shear stress as well.
Dr Michael Silane (New York, NY). You said that you made
he diagnosis in most of these patients by stress testing. How do
ou stress test these high-performance athletes?
Dr Politano. We have a stationary bicycle in our vascular
aboratory, and we actually have them perform up to their maximal
xertion, and until they become symptomatic, and then, take their
ostexercise ankle-brachial indices (ABIs) immediately after that.
e also do the flexed positioning arteriography, which can help
eveal lesions as well as the contribution of the inguinal ligament to
heir disease process.
DrRichardCambria (Boston,Mass). Could you define for the
udience what exactly you mean by inguinal ligament release? Is
his just opening the hiatus where the artery comes through? So,
ow is that surgically accomplished?
Dr Politano. It is done essentially as you described with a
inimally invasive small incision and a release right at the femoral
anal where the iliac artery passes and becomes the femoral.
